Introduction
The term 'therapeutic community' was first used by Main (1946) to describe a hospital regime which departed from the traditional model to allow patients to accept responsibility for their own actions within a supportive environment. Since that time there has been increasing acknowledgment of the effects of institutionalization (Martin et al. 1954 ), particularly shown in Goffman's studies in 1961. Institutionalization is a process which undermines self responsibility and the use of initiative due to the provision of the inmates' needs and the lack of recognition of individuality. It is most likely that the effects of institutionalization may be seen most dramatically in penal institutions. A fundamental aspect of imprisonment is punishment by deprivation of liberty, which necessarily implies lack of opportunity for using responsibility and initiative. This necessity for security and control also imposes manifold restrictions, i.e. from cellular containment and prison uniform to restrictions on choice of food, provisions and activities. For the institution to run effectively it is necessary for activities to be carried out on time, hence set times for feeding, bathing and visiting also preclude personal choice. Presumably it is not the intent of the authorities that these institutional effects occur, but they are undoubtedly a consequence of imprisonment and all that imprisonment tends to imply.
These considerations suggest that prison is an environment which is conducive to institutionalization and the formation of feelings of helplessness. The therapeutic community is the ideal vehicle to undermine those undesirable effects of imprisonment as it encourages initiative and self-help behaviour. But a therapeutic community in prison is a challenging and difficult endeavour as it challenges the traditional penal model. One such problem illustrating this conflict concerns the staff. Members of staff who work in such a unit are often perceived negatively as being soft and sympathetic to prisoners. Working a shift system means that staff in the unit are often detailed to work elsewhere in the institution and, contrariwise, other staff may have to work in the therapeutic unit. This can cause some psychological conflict of loyalties and even result in inconsistencies in the management of the unit. This paper aims firstly to describe the Hospital Annexe in HMP Wormwood Scrubs, a unique example of a therapeutic community within a maximum security prison, and secondly to present and discuss the implications of the running and process of such a unit. Evaluation by means of reconviction data will be discussed, but it will be argued that such data do not provide information about the equality of the regime nor should such data be used solely to justify the existence of the therapeutic communities.
Wormwood Scrubs Annexe
The Annexe was established as a therapeutic unit in HMP Wormwood Scrubs in 1973 (Glatt 198 1) . The unit originally offered treatment to inmates with problems of addiction but this was later extended to include sexual problems. The unit is staffed by hospital prison officers and 'Accepted 26 March 1985 0 1985 The Royal Society of Medicine 0141-0768/85/080656-07/$02.00/0 discipline prison officers who have volunteered to work in this environment. There is essentially no difference in the role of the hospital officer and the discipline officer except the ability of the hospital officer to administer physical treatment where necessary -limited to minor medical problems. The Annexe is 'drug-free', so tranquillizers and other psychotropic drugs are not prescribed.
The main vehicle for treatment is the use of small-group therapy. The regime in the Annexe is as close as possible to that of an outside therapeutic community, given the constraints of being situated in conditions of high security. The general ethos of the Annexe is that of therapy which extends beyond the group. An inmate will attend his own small group (n = 8-10) once a day and a larger group (n= 15-20) once a week. This allows the advantage of a small group and yet does not isolate the small groups from the community. A full community meeting occurs once a week at which all inmates and staff attend. It is perceived that such a system allows free communication and yet affords the advantages of security and intimacy of smaller groups. There are four smaller groupstwo for addiction patients, two for sex offenders. The split between addicts and sex offenders is partly an historical legacy and partly to allow sex offenders to work with the more intimate problem areas without any unnecessary conflict from addicts. The hostility shown to sex offenders in prison in general supports this issue. The problems which could arise if the groups were to be amalgamated would probably make the venture unprofitable. However, if the unit were to be established from scratch it is unlikely that the division of these two groups would be automatically instituted.
The group is seen to be the central vehicle for communication and, as such, individual treatment is exceptional. This general principle extends to the staff who have a daily informationexchange meeting and a weekly staff-support group. The information exchange is used to inform members of staff about what has happened in the groups the preceding day and any occurrences in the unit outside of groups. Visitors to the Annexe and other staff commitments are reported. Whilst it is a rather matter-of-fact meeting, it often results in general discussion about individual cases or personal issues. The staff-support group is used to air conflicts and grievances between staff members and to support and encourage staff in enhancing the quality of their contribution to the community. The atmosphere in such meetings ranges from being light-hearted to overtly hostile and emotive. It is of interest that such meetings were not welcomed by staff at their inception. However, those members of staff who were most opposed have probably used this group more than any others and the group is now perceived to have an important role in community life.
At present the unit can accommodate 44 inmates and has a staff team of one principal officer, one senior officer and six basic-grade officers, and part-time involvement of one medical officer, one psychologist, two probation officers and one education officer. The staff work as a consultative team and as far as possible the usual authoritarian hierarchy is largely redundant. The advantages of working closely as colleagues add to the cohesiveness of the staff, but can cause difficulty for a new member of staff or a staff member who has ended his duty in the Annexe and needs to return to the main institution.
The inmates consist of approximately half sex offenders and half addicts/alcoholics, and the average length of stay is six months to one year. Guidelines for general conduct in the unit are on display for the inmates and there are bans on the use of drugs, sexual relationships and violence. Infringement of these bans does not automatically result in disciplinary action, i.e. being put on report or discharge from the Annexe, as these events are treated wherever possible as problem areas which need to be worked with.
This paper is mainly concerned with a consideration of the more qualitative aspects of the Annexe regime. However, it is important to describe the attempts which have been made to evaluate the Annexe.
Evaluation of the Annexe
Colleagues may assume that research is facilitated in prison as the subjects are unlikely to be going very far away. The reverse is true as there are many impediments to research, the most difficult problem being the transfer of prisoners to other institutions.
In 1978 the psychology department at HMP Wormwood Scrubs initiated an evaluation study which was addressed to three major questions asked by central management:
(1) Is the Annexe a 'soft option?' That is, does it select inmates with genuine treatment requirements, or does it select inmates who have few treatment needs and are less criminal in order to give both staff and patients an easy ride?
(2) Is there any evidence of change in the patients? Whilst staff claimed that many patients do change during the course of a stay in the Annexe, what objective evidence of change is available?
(3) How efficacious is the Annexe? Whilst the inadequacy of reconviction as an outcome criterion is acknowledged, it is this criterion that is most frequently demanded and this part of the study involved the collection of the reconviction rates for a two-year period after release. In essence the study involved administering a wide variety of questionnaires relating to trait characteristics and sensitive to state changes in attitude, personality and criminality. Data relating to age, background and offence circumstances were also collected. Attempts were made to obtain behavioural ratings of inmates by staff, but practical difficulties led to this aspect being abandoned. These variables and reconviction data were collected from Annexe patients over a two-year period and also from suitably matched controls in the prison (Sewell and Clarke, in preparation) . In respect of the three questions, the results provided the following information:
(1) Compared to the control inmates the Annexe patients tended to be more criminal (i.e. they had more preconvictions and higher criminality scores on a personality test) and also had significantly higher scores on scales measuring sexual maladjustment and severity of addiction. Hence Annexe patients are more criminal and demonstrate a greater treatment requirement.
(2) Unfortunately there were no available data from the control group for this part of the study. In the Annexe patients a wide variety of significant changes were found relating to attitudes and aspects of personality, and these changes were congruent with therapeutic progress.
(3) The reconviction data were as follows: total Annexe 55%; 'C' Wing controls 50%; outpatient controls 63%. There was no statistical difference between the groups. However, as the Annexe patients had been found to be more criminal and more in need of treatment, these results are perceived favourably. The outpatient controls are inmates who were to have been admitted to the Annexe but for administrative reasons failed to be admitted; they are not significantly different from Annexe patients with respect to deviance and criminality, but are untreated, and so are a better matched control group.
The study suffered from many problems which resulted in losing the objective behavioural rating data and also the retest data on the control group necessary to evaluate the therapeutic changes identified in stage two.
As a result of this study a continual monitoring of Annexe patients was set up and now, as a matter of course, each new patient is tested and retested on discharge from the Annexe. This allows access for psychological test data for case conferences, and is being used as the basis to update the 1978 evaluation study.
This paper is concerned mainly with a consideration of the more qualitative aspects of the therapeutic regime. Neither the empirical nor the qualitative components should be considered in isolation; smaller units, especially units entailing a therapeutic regime, should be considered carefully in the light of all available evidence.
The central issue Whenever a unit such as the Annexe is established it necessarily involves what may be seen as an additional investment by the institution: it usually entails a higher staff/inmate ratio; a need for suitably experienced, committed staff; a recognition of some degree of autonomy for the unit; a way to identify possible patients from the rest of the institution, and other issues. This is particularly difficult when the unit is housed in a maximum security prison, as is the Annexe. Thus, it is not unreasonable that such units be monitored to provide feedback to the institution and the governing body concerned regarding the effectiveness of the unit. The central issue is evaluation.
Empirical evaluation demands that testable hypotheses be formulated and tested experimentally. It becomes of great importance to establish from the beginning the aims and objectives of such a unit, and then to ensure that these aims are translated accurately into testable hypotheses. If the Annexe had a defined aim 'to cure criminality', then a straightforward comparison of reconviction data from the Annexe patients and from matched controls who had not been treated would suffice. It is most unlikely that any therapeutic community would set such an unrealistic aim as 'to cure criminality'. However, it seems to be the case that when evaluation studies are required by management it is usually the overall reconviction results which attract most attention. The absence of significant positive reconviction results may be seen as a failure to justify the existence of the unit. The need to use scientific method and the ease of obtaining reconviction figures has all too often overridden the necessity of formulating our hypothesis accurately. The Annexe does not have the aim of 'curing criminality', and so the perception that the Annexe is ineffectual because its reconviction rate is not significantly different from the control group is illogical. We may define the problem as being an oversimplification of what we mean by evaluation. There is a definite need to clarify the basic issues underlying evaluation before conclusions concerning justification and efficacy of therapeutic units are made.
The question of the objectivity of staff involved in the work of such units may present a difficulty. Staff in units like the Annexe need to be motivated and committed and are seen to be impartial judges. However, the degree of motivation and commitment is yet another way of assessing the quality of a unit. What is needed is a wider perspective within which to view the therapeutic community, so that reconviction data can be put into context with other important processes which occur in the unit. The concept of process is an important one, as the Annexe is not a tightly defined experiment with discreet, measurable variables. This is not in contradiction to the evaluation study by Sewell and Clarke referred to earlier, which attempted a scientific evaluation, but a statement of the need to use such studies constructively and to look beyond the statistics. The Annexe is a dynamic unit which changes day by day, and in many ways does not fulfil the usual criteria for scientific experimentation.
Aims of the Annexe Visitors to the Annexe often ask what its aim is. A typical reply is that the Annexe is perceived as a unit where inmates with particular problems have the opportunity for self-examination within groups and to tackle some problem areas in a supportive and understanding environment. The emphasis here is the idea that the aim of the Annexe is to provide a facility which is in direct contrast to the previously cited unrealistic question, 'Does the Annexe cure criminality?' There is a large conceptual difference between providing a facility to be used (or for that matter, abused) and actively curing a problem. It is this conceptual difference which makes it particularly important to adopt the appropriate perspective for evaluation. For example, if we research to find drugs to cure a particular disorder and we find that our latest discovery fails to be effective, then we abandon our work on this drug and pursue other avenues of research. What we do not do is close down the research laboratory. Similarly, if we find that a particular approach is ineffective with a patient, we then adopt a different strategy.
The central idea is that the Annexe, like a research laboratory, is a facility to be used. When we are dissatisfied with the end product we seek to improve upon the work within the establishment and not to question the existence of the establishment. The type of data available from scientific evaluation is extremely useful in allowing us to quantify aspects of a regime, but in the main this research has not yet been fruitful. That is, we have been unsuccessful in attempting to link reconviction data with therapeutic change in the Annexe, but it is early days yet. The need for small units such as the Annexe is a separate issue from this type of evaluation and involves ethical consideration as opposed to scientific justification. For example, many inmates in prison are known to have behavioural and psychological problems which need to be tackled. It is ethical to provide the facility for such problems to be tackled and this has obvious implications in terms of lessening the threat to society when such inmates are released. The results of evaluation are then put into the context of being a critical appraisal of the work within such a unit and not a criticism of the unit per se. For example, a recent evaluation of the social skills training course run in the Annexe showed conflicting results. The results were received critically by and openly discussed by the unit staff, and several important issues were raised. Such issues included possible explanation of the results as being simple habituation to the video cameras and whether any behavioural changes observed would be translated into behaviour outside the unit. It was considered that the most useful piece of information from the study was that verbal skills increased whilst nonverbal skills did not. This result gave the staff objective information about the course, and it will be used constructively when the next course is planned. The issue here is that providing a social skills course is consistent with the aim of the Annexe and the evaluation results can and should be used to enhance the quality of the course.
What is necessary is an exercise which is essentially semantic but focuses on the idea of enhancement rather than answering blunt questions. It also involves breaking down global statements into more easily recognizable objectives. This means that questions such as 'does the Annexe cure criminality?' are redundant and are replaced by questions like 'How can we provide training in social skills?', 'Is the training we provide readily acquired by patients?' and 'Do the skills acquired translate into the outside world?' Such questions pinpoint processes in the Annexe and imply a need to improve the facility where it falls short of the stated aims.
The final problem is obvious and perhaps trite. Whilst we can provide a man with the opportunity to acquire certain skills, the extent to which he uses them remains a matter of his own volition. This has two implications: first, the need to look beyond the Annexe to aftercare for the provision of support outside; secondly, the recognition that some men choose not to use what they have learned and hence fail through no fault of the Annexe.
Having described in brief the results from an empirical evaluation study and pointed out some of the pitfalls which arise when viewing these results out of context, it is now appropriate to describe aspects of therapeutic units which are often overlooked and yet important in evaluating regimes.
Process
It has been argued that reconviction data fulfil a particular function and that many other unimportant aspects of a therapeutic regime are all too often neglected. These are the more qualitative components of a regime and in this paper are considered to be the raison d'e'tre for such regimes. The existence of such units fulfils an ethical demand and also affords various other services to an institution which are of benefit.
It was mentioned previously that the establishment of units like the Annexe requires an additional investment from the institution. An example of this is the increased staff/inmate ratio. Technically speaking, the Annexe does have a higher staff/inmate ratio on paper, but in operational terms the case is quite different. Due to staffing shortages in the rest of the institution, staff are often removed from the Annexe to cover duties elsewhere, especially during times when annual leave is taken. This happens consistently, so that any criticism of our staff/ inmate ratio is really invalid. Another aspect of staffing involves security and control, which are imperative issues in a prison. A small unit is easier to manage and easier to control in times of emergency as the inmates can be locked up, the unit secured, thus enabling staff to respond quickly. The most important aspect of this is that in units where there is a higher degree of personal association between staff and inmates, the likelihood of an emergency is reduced as staff are more conversant with the undercurrents in the unit and also there is greater opportunity to discuss problems without recourse to 'incidents'. This is reflected in the observation that the Annexe has far fewer offences against prison rules than any other part of the prison. Whilst this is in part due to the Annexe therapy programme which encourages reportable offences of a more trivial nature to be examined in the groups without recourse to adjudication procedures, it is also a reflection on the management of a small unit per se. For many inmates who have grown familiar with punitive regimes both at home and institutionally, it is a novel experience to examine their behaviour as a problem rather than simply accept the punitive consequences of that behaviour.
So far, the validity of staffing levels has been questioned and the payoff in terms of security has been mentioned. The ethic of dealing with unacceptable behaviour in a supportive way is one which is intuitively preferable and has often resulted in the Annexe being asked to admit inmates who are known to be 'difficult', with a high degree of success. Perhaps the most persuasive of all arguments is the quality of the regime and the response from both staff and inmates. Evidence for this is impressionistic and anecdotal but nonetheless perceived to be valid in any appraisal of the Annexe.
Once we abandon the idea that the Annexe cures criminality, we are able to consider what people can achieve in such an environment. It is the facility that is important here and whether the facility does provide the opportunity for the process to occur. The Annexe is and will continue to be abused. The extent to which it is abused is largely a function of how effectively the internal dynamic is functioning. It is difficult for an inmate to be subversive and deviant when the staff and the other inmates are cohesive, open, and honest.
Several men admitted to the Annexe have been described as very inadequate, with long histories of preconvictions, and yet on their release they have achieved a normal, acceptable lifestyle. The fact that these men have often kept in contact with the Annexe reflects an aspect of quality in itself: that is, the support from the Annexe and the recognition of the Annexe of that patient. Equally so, there are men who have passed through the Annexe and rapidly reoffended. The fact that the Annexe exists for those who are motivated or can develop motivation to work on their problems whilst there, is sufficient. It is of interest that several failures have also kept in contact and have stated that the Annexe could have helped them but that they felt unable to make use of it.
People who have left the Annexe and have subsequently reoffended are discussed in more depth than whose who have achieved some degree of success on their release. Perhaps this is typically the case in therapeutic communities outside prison, but within a prison this does demonstrate a degree of commitment by staff that they are prepared to learn from the more negative experiences.
It is also interesting that the Annexe is still perceived as a soft option by some staff despite the evaluation study. On several occasions new staff have come to join the unit and at an early stage have been recognized as not being particularly interested, apparently hoping for an 'easy ride'. Yet their attitudes changed fairly quickly, and these were the staff who contributed additionally outside working hours to help inmates. Visitors have often commented on the way in which staff work together, and this is largely a function of working as a team where each member has equal status. Hence individual abilities and skills are recognized at face value and not masked by academic or rank status. Difficulties can also arise when staff are due to leave the unit and need to adjust to the routine of a landing officer. The staff in the Annexe find their role demanding and sometimes frustrating, but nonetheless satisfying and rewarding.
Another consideration relates to what actually takes place on the groups. It is-extremely difficult to judge q-uality of group work and it is quite usual for psychotherapists and other visitors to the Annexe to comment on the amount of energy expended and the degree of confrontation occurring in the groups. As has been stated before, these observations are purely subjective and are often perceived by empiricists as of little evaluative validity. However, these considerations are of experimental validity to the staff and inmates in the Annexe.
Finally, although the Annexe is often misperceived by the rest of the institution, it is recognized for its ability to house some of the more difficult inmates with some degree of success. The Annexe has from time to time admitted inmates as a short-term measure because these inmates had caused problems to the rest of the prison. So the Annexe provides this service to the prison and the extent to which Annexe inmates, if they were on normal location, would create trouble remains an unanswered but interesting question. It is likely that the Annexe provides a greater service to the prison as a whole than is already recognized.
Conclusion
The therapeutic community is a humane model for secure containment which affords the opportunity for inmates to achieve some personal growth and the opportunity for staff to derive more satisfaction and quality from their profession. It is difficult in a short paper to do justice to a very important and controversial topic. Hopefully critics of the therapeutic community model will be prompted to look beyond reconviction/readmission rates. Perhaps the key to this is to consider carefully the aims and objectives of a unit such as the Annexe before formulating hypotheses. The role of scientific evaluation is of great importance but should be used in context so that aspects of a regime can be improved. The therapeutic model is conceptually valid and evaluation can develop its applicability. Overall it is the quality of the inmates' life, the staffs work and the corollaries of units such as the Annexe which need to be taken account of. Quality is a difficult concept to measure but a valuable experience.
Note: The views expressed in this paper are the authors' and not necessarily those of the Home Office.
